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INTRODUCTION 
It is generally believed that improvements in water supply and excreta 
disposal facilities in developing areas will improve people's health, 
primarily through a reduction in the incidence of diarrhea. This is 
expected to be achieved by reducing the ingestion of pathogens. These 
improvements are usually directed for children under five years of age 
because of their high incidence of diarrhea. 
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Most efforts to substantiate these improvements have attempted to show 
differences in diarrheal incidence or prevalence between two or more groups 
of children living under differing levels of water and sanitation condi-
tions. Many such attempts have failed, suggesting that diarrheal indica-
tors may not be sensitive enough to measure expected changes. Although 
methodological problems have been systematically identified from previously 
published reports (1, 2), the choice of indicators with which to show 
health improvements (or disease reductions) presents a previously unrecog-
nized problem. Some studies have attempted to show differences in infec-
tion rates between two or more groups, but infection may or may not result 
in diarrhea, and the logistics and cost of measuring specific enteric 
pathogens make this approach difficult in all but a few studies. Mortality 
rates have also been measured and compared, but these studies require much 
larger sample sizes than morbidity studies to show significant differences 
between two or more groups. 
Even fewer studies have used nutritional anthropometric indicators to 
measure improved health (or reduced disease). Child nutritional anthropo-
metric indicators are useful to include in health impact evaluations of 
water and sanitation projects for four reasons. First, a biological 
pathway links infection and diarrhea to stunted growth (3). Second, 
nutritional anthropometric indicators may be as or more measurably respon-
sive than diarrheal rates to reductions in diarrhea. Third, water and 
sanitation projects may affect anthropometry through other mechanisms than 
reduced ingestion of diarrheal pathogens (Figure 1), making anthropometry 
a better proxy of overall health improvements due to improved water arid 
sanitation. Fourth, anthropometric measurements are well-defined, quickly 
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and cheaply performed by previously untrained enumerators, and do not rely 
on recall of frequent home visits. 
DETERMINANTS OF NUTRITIONAL ~VTHROPOMETRIC INDICATORS 
There are two major determinants of child growth; heredity and 
environmental factors. Heredity, as .defined by race or ethnicity, plays a 
minor role during the first years of life in determining differences in 
height and weight across different populations when compared to the role 
played by environmental factors (4, 5>. Well-to-do preschoolers from 
different ethnic groups throughout the world have normal growth patt:erns 
and attain heights and weights similar to well-to-do preschoolers from 
industrialized countries. Less well-to-do children, however, can be found 
to be significantly shorter and lighter than their ethnic counterparts. 
Variability in growth across different populations around the world is thus 
better explained by environmental factors than by heredity. 
Many environmental factors affect child growth, but essentially the 
process of nutrition, or the ingestion, absorption, and utilization of 
available nutrients is the key mediating determinant of any environmental 
factor. If nutrition changes so that the balance between intake and 
expenditure of energy and protein is deficient, a net loss of body mass 
will result. Muscle tissue and fat stores will be depleted and a decelera-
tion or cessation of growth will occur. Nutritional anthropometry is 
sensitive enough to measure these changes in nutriture (6). Water and 
sanitation projects affect growth mostly through reduced exposure to 
pathogens which is related to the ability of the body to ingest, absorb and 
utilize available nutrients. Because nutrient availability may also be 
related to water and sanitation projects (Figure 1), through improvements 
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in home gardening, child care, and food preparation, the use of 
nutritional anthropometry can be affected by more mechanisms than just 
reduced infection. 
Enteric infection and disease may result in anorexia, malabsorption 
and catabolism of nutrients. During diarrhea it has been reported that 
nutrient intake may be reduced by 20-50~ (7, 8, 9). These results hold for 
within and between child comparisons (8). Although some of the reduction 
may be due to withholding of food, efforts to improve food intake during 
diarrhea failed (7). 
A review of the documented evidence of malabsorption during diarrhea 
(10) reported that bacterial, viral and protozoal infections led to 
malabsorption of carbohydrate, protein, fat, and micronutrients. Mal-
absorption of protein, fat, and calories occurred when gut epithelial cells 
were impaired during rotavirus infection and when they were left intact 
during cholera (11). Malabsorption continued during convalescence. It is 
also well known that important losses of water and electrolytes occur 
during diarrhea. 
Catabolic consequences of infection and diarrhea lead to a breakdown 
of muscle tissue and a loss of fat stores. Fever, often accompanied by 
bouts of diarrhea, has a wide array of metabolic consequences (12). Some of 
the more salient features include the following: increased metabolic rate; 
dermal losses of electrolytes; and evidence of a loss of body protein. 
Such loss of body protein was also reported to occur in the absence of 
fever. Thus infection, with or without fever, depletes body nutrients. 
All of these processes, singularly and in unison, affect nutrition, 
which in turn, affects linear growth and weight gain of children. 
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DIARRHEA AND NUTRlTIONAL ANTHROPOMETRY 
All studies of the issue show an association of growth stunting with 
diarrhea. It is important that this association is, above all, due to 
diarrhea stunting growth rather than because malnutrition causes diarrhea, 
if anthropometry is to be used to measure the impact of water and sanita-
tion projects on diarrhea. 
While some studies have reported an association between diarrhea and 
nutritional anthropometry without specifying the direction of this rela-
tionship (13, 14, 15), other studies have consistently reported that 
diarrhea contributes to poor growth, as measured by height and weight (16, 
17, 18, 19, 20, 21, 22). 
The magnitude of stunting due to diarrhea is considerable. In 
Guatemalan children 15 months - 7 years of age, those with less diarrhea 
grew 6% more in length and 11% more in weight (17) than the high diarrhea 
gr~up -- and this was equally true of comparisons within a same child 
between periods of high and low diarrhea. Rowland e~ a1. (19) reported that 
up to 50% of growth faltering was due to diarrhea. A study from Bangladesh 
reported that certain enteric pathogens affected growth more than others 
(20). Diarrhea caused by Sh2ge11a and enterotoxigenic E. Col2 affected 
growth more than other diarrheas. Sh2gel1a and enterotoxigenic E. Col2 had 
different effects on growth in that the former tended to stunt linear 
growth more than the latter, while the reverse was true of impaired weight 
gain. 
If body size affected the incidence of diarrhea, then the usefulness 
of anthropometric indicators for evaluating water and sanitation projects 
would be diminished. Published reports are contradictory as four studies 
have reported no relationship between body size and subsequent diarrhea 
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rates (23, 24, 25, 26), while four studies reported positive associations 
(22, 27) Prevalence may be affected by a child's nutritional status since 
the duration of diarrheal episodes has been reported to be affected by body 
size (22, 23, 26, 27, 28, 29). However, this relationship may only last for 
a short period of a few months (29) and be inconsequential in health impact 
evaluations. Those studies finding an association between poor growth and 
subsequent diarrhea did not attempt to control for previous diarrhea. Thus 
the inference that malnutrition caused diarrhea may be spurious. Nutri-
tionally deprived children may have impaired growth because of prior 
diarrhea. If the conditions which lead to past diarrhea continue to 
persist, then a higher prevalence of diarrhea during these studies would 
have occurred. Thus the association between stunted growth and subsequent 
diarrhea may have been mediated by the conditions which fostered both past 
and present diarrhea. 
In conclusion, those studies which have convincingly identified the 
direction of this relationship show that the causal association is over-
whelmingly that diarrhea causes stunting (16, 17, 18, 19, 20, 21, 22). 
Less than half (23, 24, 25, 26) of the studies which looked for malnutri-
tion as reflected in growth affecting subsequent diarrhea found any 
association and this could have been due to confounding factors. At any 
rate it was of a much smaller magnitude than the association in the 
opposite direction. Thus the major association of growth with diarrhea is 
caused by diarrhea stunting growth. Growth can therefore be considered as a 
potential proxy for diarrheal rates. 
There is evidence that the other pathways in Figure 1 also lead to 
improved growth among young children, although these mechanisms have been 
relatively unexplored in relation to water supplies. Improved water 
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supplies have reduced the time spent collecting water ( 30, 31, 32). If 
this time is con~erted into better child care by mothers, then growth may 
be improved (30) as measured by anthropometry In areas of severe water 
deficiency more water may allow for food to be prepared more often (31). 
This would increase nutrient availability and reduce exposure to pathogens 
since prepared food left at room temperatures permits bacterial prolifera-
tion (33, 34, 35, 36). If energy expenditure of mothers is reduced by 
bringing water nearer to homes (37), breastfeeding may possibly be fostered 
and contribute to a larger share of a child's diet. Breastfeeding confers 
immunity·to children and reduces their exposure to pathogens, thus reducing 
diarrhea.! rates ( 38). This would also increase the caloric content of a 
child's diet since weaning foods often lack caloric density (39). If more 
water allows for increased food production from home gardens and directly 
or indirectly (through increased income), this may improve nutrition and 
also improve growth (40). 
REVIEW OF STUDIES REPORTING AN ASSOCIATION BETWEEN WATER 
AND SANITATION AND NUTRITIONAL ANTHROPOMETRY 
Eight studies have reported differences in height and weight between 
two or more·comparison groups differing in water and sanitat"ion conditions 
(28, 30, 41, 42, 43, 44, 45, 46). Three anthropometric indicators of 
nutritional status were used alone or together in these studies. Weight-
for-height (W/H) values are age independent and measure wasting, or recent 
nutritional insults. This indicator is subject to recent bouts of diar-
rhea, when it may fall below a normal or previously low level. Height, as 
indicated by height-for-age (H/A), measures linear growth, does not decline 
over time, and is a good measure of chronic or past undernutrition. Aa 
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such it would measure the effects of repeated bouts of diarrhea or past 
deficits in nutrition. Weight-for-~ge (W/A), the most commonly reported 
measure of nutritional anthropometry, is less descriptive than the above 
two indicators because it does not distinguish between chronic (H/A) and 
acute (W/H) malnutrition. Ho~ever, for just these reasons it may be a good 
indicator. 
Most studies reported benefits for attained weight, height, or both, 
but there were inconsistencies within and across studies. Attained values 
measure growth from conception to the time of measurement, but cannot 
measure growth over the most crucial time period, weaning. One study (43) 
reported incremental weight gain over three-month intervals, up to 24 
months of age, covering the weaning period. No differences were reported 
between the better-off and worse-off groups except for the period 3-6 
months. 
In summary, the results are inconclusive but suggest that anthro-
pometry can measure differe~ces between better-off and worse-off groups. 
Some of these differences, however, could have been due to confounding 
factors. Although measures of weight and height are likely to improve 
after water and sanitation intervention, it must be determined if measuring 
these indicators is an improvement relative to measuring diarrheal indica-
tors. A more direct method of comparing these two indicators is required. 
RESPONSIVENESS OF ANTHROPOMETRIC INDICATORS AND DIARRHEA 
Priority should go to the indicator which best identifies the impor-
tant consequences of an intervention. Such an indicator may be said to be 
responsive to the intervention. In the case of water and sanitation 
interventions to reduce exposure to enteric pathogens, the consequence of 
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interest is child health. In the past, diarrhea measure.ents were chosen 
because they were thought to be that aspect of health which would be most 
affected. Child growth is more distantly related to enteric pathogens than 
is diarrhea. Therefore, child growth might be more likely to be observed 
by other influences. 
Of course if extraneous factors influence one comparison group more 
than another, the difference found between the comparison groups will not 
be due to differences in water and sanitation. The two comparison groups 
are confounded by this bias. The more distant a variable is from the 
presumed mechanism by which an intervention works., the more opportunities 
there are for such confounding. However, it is i~portant to realize that 
the probability of confounding does not necessarily correspond to the 
differences in number of opportunities. Thus, measuring the variable that 
is :closer to the mechanism of actiori does not necessarily reduce the 
probability of confounding. Furthermore, there are well recognized 
techniques for eliminating and controlling (47) confounding so that this is 
often not a pertinent argument for using diarrhea 
as a measurement of iwpact. 
instead of child growth 
Knowing that aore factors influence child growth than influence 
diarrheal rates resulted in a second inference: that identifying the 
improvements in child growth due to diminished diarrhea subsequent to an 
intervention must be more difficult than identifying the effect of the 
intervention on diarrhea itself. This section deals with that issue. The 
question is, "Which is more responsive to a water and sanitation inter-
vention, measurements of diarrhea or measurements of child growth?" 
Responsiveness aay be defined as the difference in the estimated mean 
value of an indicator (between the control and treatment groups or pre- and 
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post-intervention values), divided by the pooled standard deviation of the 
two comparison groups ( 48). This ratio and the sample size determine the 
statistical power of the test; that is, the ability of the test to detect a 
difference in disease or health between different water and sanitation 
groups. This ratio extends the concept of Yates' (49) ~sensitivity" ratio 
which compares different statistical tests on a same indicator, to a way of 
comparing indicators on a same statistical test. We use the term "respon-
siveness" to describe this ratio because "sensitivity" has a well accepted 
but quite different meaning in epidemiology (50). The responsiveness of 
an indicator and the sensitivity of a diagnostic test using that indicator 
are related, but in an ill-defined manner. 
The number of negative findings using diarrhea data in the literature 
suggest that diarrhea may not be a responsive indicator. For nutritional 
anthropometric indicators to be useful in evaluation of water and sanita-
tion programs, their responsiveness must be shown to be at least as 
responsive as diarrhea measurements. Using data from Martorell er a.l. 
(17), a comparison of the ratio of the responsiveness for each indicator 
referred to as relative responsiveness, can be calculated by the formula 
responsiveness of anthropometry 
relative responsiveness • i of diarrhea respons veness 
where 
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average diarrhea measurement for the group with better 
water and ·sanitation 
average diarrhea measurement for the group with worse 
water and sanitation 
average anthropometric measurement for the group with 
better water and sanitation 
·average anthropo.metric measurement for the group with 
worse water and sanitation 
s0 = pooled standard deviation for the diarrhea measurements 
SA • pooled standard deviation for the anthropometric measurements 
A relative responsiveness of one indicates the two indicators are equally 
responsive, values less than one indicate diarrhea is more responsive and 
values greater than one indicate anthropometry is more responsive. 
The study by Martorell ec a1. (17) is not based on a water or sanita-
tion project and therefore does not give estimates of the mean differences 
between the better-off and the worse-off groups. However, it does give 
estimates of within-group variability for diarrhea as recalled over the 
previous 14 days and anthropometric measurements, so a relationship 
between the two can be calculated independent of knowing how much diarrhea 
or growth would be affected after improving water or sanitation conditions. 
This is predicated on the assumption that there is a linear relationship 
between diarrhea and anthropometry, that the diarrhea and anthropometry was 
measured perfectly, and that the only effect due to anthropometry is 
through the diarrhea pathway (Figure 1). These assumptions are unreason-
able and load the comparison in favor of diarrhea in the following 
estimates of relative responsiveness. 
The estimated difference in anthropometric measurements between the 
better-off or worse-off group would be the absolute value of the slope 
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coefficient lbl, in the relationship of diarrhea and anthropometry times 
the estimated difference for diarrhea (see Figure 2). The formula for 
relative responsiveness then simplifies to 
IYB - y A 
relative responsiveness • 
SA lbiSD 
-
IXB -X I SA A 
SD 
Using the data from Martorell ec aJ. (3) responsiveness for height 
and weight can be calculated. Using the overall slope from 0-7 years of 
age, anthropometry is about one tenth as responsive as diarrhea. This 
ratio is, however, highest (.11-.16) during the most critical time 
periods, 6-24 months (Table 1). This is the weaning period when diarrhea 
rates are also highest and when most of the growth faltering occurs. Thus 
this is the time when both diarrhea and growth should be most responsive. 
During this age diarrhea is only about 6-9 times as responsive as either 
height or weight (Table 1). 
When the simplifying assumptions made in the above calculations are 
challenged and taken into account, the relative responsiveness increases 
even more in favor of anthropometry. 
First, there may not be a linear relationship between diarrhea and 
growth. Evidence exists which suggests that as diarrhea increases growth 
faltering becomes more severe. Of the two studies which reported slopes of 
growth by diarrhea (3, 19), the one in which children suffered more 
diarrhea (19) also had the largest negative slope coefficient. In Martor-
ell ec aJ. (3) slopes corresponding to 6-month intervals of life were also 
reported. The intervals corresponding to the most diarrhea also had the 
largest negative value slopes. This relationship is depicted in Figure 3. 
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When diarrhea rates are high in a given population and there is a 
reduction in diarrhea following a water or sanitation intervention, slopes 
based on a nonlinear relationship between growth and diarrhea will be 
larger than slopes based on a linear relationship. Thus, relative respon-
siveness will increase making nutritional anthropometry more responsive 
relative to diarrhea indicators. Although nonlinear slopes have not been 
reported, age-specific regression coefficients from Martorell (3) approxi-
mate these nonlinear slopes. 
The corollary to the above argument is that given a population with 
little diarrhea, the linear and nonlinear slopes may not be much different. 
The use of nutritional anthropometry in this case would not be advanta-
geous. However, since the diarrhea rates are also low and it would be 
unlikely in this setting that water and sanitation improvements would lead 
to a measurable change in diarrhea (51), one would not want to aeasure a 
health change in this situation. 
A second assumption made in the above calculations is that diarrhea is 
accurately measured. In practice, however, diarrhea is not accurately 
measured. There is good evidence (28, 52) to suggest that the apparent 
difference between the better- and worse-off groups will be smaller than 
the true difference because of underreporting. Underreporting of 30% can 
occur when using a seven-day recall and can be as high as 43% or aore in a 
two-week recall period and this will cause a corresponding increase in 
relative responsiveness. Correcting for underreporting of diarrhea 
increases the relative responsiveness of anthropometry to diarrhea by 1.75 
(•1/.57). A third assumption is that the anthropometry is without error. 
The standardization methods used to collect the data reported by Martorell 
guaranteed negligable systematic over- or under-measurements. However, a 
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large part of the variance of incremental anthropometry (41% for weight and 
15% for height) was due to a combination of measurement error and day-to-
day variability in the measurements (6). This unreliability attenuated the 
slope, Jbl, relative to the true slope by 23% for weight and by 18% for 
height. 
Correcting for the underreporting of diarrhea and for the unreliabil-
ity of anthropometry of the data used here raises the relative responsive-
ness by 2.284 for weight gain and by 1.905 for height gain relative to 
diarrhea. This adjustment combined with the age specific slopes, JbJ, are 
presented in Table 2. 
Finally, these relative responsivenesses around .3 for the critical 
weaning period, 6-30 months, diarrheal measurements were taken every 14 
days, while anthropometric measurement-s were only taken every six months. 
Thus, roughly 12 times as many diarrhea measurements were needed. If we 
could instead measure 12 times as many children (once every six months 
rather than every 14 days) at approximately the same cost, then the power 
of a test based on anthropometric measurements is close to that of a test 
based on diarrhea measurements or better (Table 3). Measuring less frequent-
ly than six months would save even more and would be quite feasible (see 
Table 4). Figure 2 illustrates the various scenarios for 18-24 month old 
children. 
All of the above calculations were based on the assumption that water 
and sanitation improvements only affect anthropometric measurements through 
reduced diarrhea. If pathways other than through diarrhea are appreciable 
contributors to the effect seen in the anthropometric.indicators, then the 
relative responsiveness is increased by a like amount. For example, if 
only 70% of the effect due to anthropometry is through the diarrhea 
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pathway, then the relative responsiveness would be increased by 43% (1/0.7) 
of its previous value. 
Lastly, water and sanitation projects affect certain pathogens more 
than others (51). For example, such projects may reduce Sh~ge11a by about 
50, more than any other pathogen investigated. Considering that growth is 
affected more by Sh~ge11a than other pathogens (20) and that Sh~ge11a 
contributes about 5-15% of all diarrhea, relative responsiveness can be 
reduced even more. 
In summary, with perfect measurement at frequent intervals, diarrhea 
may be as much as ten times as responsive as anthropometric measurements. 
However, under realistic conditions, with underreporting of diarrhea and 
other operative pathways in Figure 1, tests based on anthropometric 
measurements are likely to be as powerful or more powerful than tests based 
on diarrhea for the same cost. We therefore urge those evaluating the 
health impact of water and sanitation projects to include anthropometry so 
as to empirically test the above conclusions. 
-16-
REFERENCES 
1. ~lum, D. and Feachem, R. G. (1983). Measuring the impact of water 
suppy and sanitation investments on diarrhoeal diseases: problems of 
methodology. In~erna~:lona.l Journa.l of Ep:ideiiLio.logy 12( 3), 357-365. 
2. Esrey, J. A. and Habicht, J-P. (1984). The impact of improved water 
supplies and excreta disposal facilities on diarrheal morbidity, 
growth and mortality among children. Cornell University Monograph (in 
press). 
3. Martorell, R., Yarbrough, C., Lechtig, A. e~ a.J. (1976). Diarrheal 
diseases and growth retardation in preschool Guatemalan children. 
Amer. J. Phys. An~ro. 43, 341-346. 
4. Habicht, J.-P. (1974). Height and weight standards for preschool 
children: how relevant are ethnic differences in growth potential? 
Lance~ 6, April, 611-615. 
5. Martorell, R. (1983). Genetics, environment, and growth: Issues in 
the assessment of nutritional status. In Oene~:lc Fac~ors :in Nu~r:l­
~:lon, Ed. by A. Velasquez and H. Bourges, Academic Press (in press). 
6. Habicht, J.-P. and Butz, W. P. (1979). Anthropometric field methods: 
criteria for selection. In Hu111an Nu~r:lt:lon -A Co•prehens:lve J"rea-
~:lse, Vo.l. 2, Ed. by D. B. Jelliffe and E. P. Jelliffe, Plenum Press. 
7. Hoyle, B. and Chen, L. C. (1980). Breast-feeding and food intake 
among children with acute diarrheal disease. her. J. of C.l:ln:lca.l 
Nutr:lt:lon 33, 2365-2371. 
8. Martorell, R., Yarbrough, and Klein, R. E. (1980). The impact of 
ordinary illnesses on the dietary intakes of malnourished children. 
Allier. J. of C.l:ln:lca.l Nu~r:lt.fon 33, 345-350. 
-17-
9. Mata, L. J., Kromal, R. A., Urrutia, J.J. e~ al. (1971). Effect of 
infection on food intake and the nutritional state: perspectives ae 
viewed from the villages. 
1215-1227. 
Amer. J. of C1LnLcal Nu~rL~Lon 30, 
10. Rosenberg, J. H., Solomons, N. W., and Schneider, R. E. (1977). 
Malabsorption associated with diarrhea and intestinal infections. 
Amer. J. of C1LnLca1 Nu~rL~Lon 30, 1248-1253. 
11. Molla, A., Molla, A.M., Rahim, A. e~ a1. (1982). Intake and absorp-
tion of nutrients in children with cholera and rotavirus infection 
during acute diarrhea and after recovery. ,¥.U~r. Res. 2, 233-242. 
12. Beisel, W. R. (1977). Magnitude of the host nutritional responses·to 
infection. ADler. J. of C1Ln.fcal Nucricion 30, 1236-1247. 
13. trowbridge, F. L., Newton, L. H., and Campbell, C. C. (1981). 
Nutritional status and severity of diarrhea. Lancer 20, June, 1375. 
14. Stetler, H. C., Trowbridge, and Young, A. Y. (1981). Anthropometric 
nutrition status and diarrhea prevalence in children in El Salvador • 
. A.cer. J. rropLca1 Hed.fc.fne & Hyg.fene 30( 4), 888-893. 
15. Graitcer, P. L., Gentry, E. M., Nichaman, M. z. ec a1. (1981). 
Anthropometric indicators of nutritional status and morbidity. J. 
rrop. Ped. 27, 292-298. 
16. Mata, L. J., Urrutia, J. J., Albertazzi, C. et al. (1972). Influence 
of recurrent infections on nutrition and growth of children in 
Guatemala. Allier. J. of ClLn.ical Nucr.it.ion 25, 1267-1275. 
17. Martorell, R., Habicht, J-P., Yarbrough, C. ec al. (1975). Acute 
morbidity and physical growth in rural Guatemalan _children. A.er. J. 
DLs. CbL1d. 129, 1296-1301. 
-18-
18. Condon-Paoloni, D., Cravioto, J., Johnston, F. E. e~ a1. (1977). 
Morbidity and growth of infants and young children in a rural Mexican 
village. Amer. J. of Puh12c Hea1~h 61(1), 651-656. 
19. Rowland, M. G. M., Cole, T. J., and Whitehead, R. C. (1977). A 
quantitative study into the role of infection in determining nutri-
tional status in Gambian village children. Br2~2sh J. Hu~r1~2on 31, 
441-450. 
20. Black, R. E., Brown, K. H., and Becker, S. (1983). Influence of acute 
diarrhea on the growth parameters of children. In Acu~e 01arrhea: 
I~s Hu~r2~2on Consequences 1n Ch21dren, Vo1 2, ed. by J. A. Bellanti, 
pp. 75-84. 
21. Guerrant, R. L., Kirchhoff, L. V., Shields, D. S. e~ a1. (1983). 
Prospective study of diarrheal illnesses in Northeastern Brazil: 
Patterns of disease, nutritional impact, etiology, and risk factors. 
J. Infec~ious Oiseases 198(6), 986-997. 
22. Delgado, H. L., Valverde, V., Belizan, J. M. e~ a1. (1983). Diarrheal 
diseases, nutritional status and health care; analyses of their 
interrelationships. Eco1. Food Nu~r. 12, 229-234. 
23. Black, R. E., Brown, K. H., and Becker, S. (1984). Malnutrition is a 
determining factor in determining diarrheal duration, but not inci-
dence, among young children in a longitudinal study in rural Bangla-
desh. Amer. J. C11nica1 Nu~rL~ion 39(1), 87-99. 
24. Chen, L. C. (1981). A prospective study of the risk of diarrheal 
diseases according to the nutritional status of children. A.er. J. 
Epidemio1ogy 114(2), 284-292. 
-19-
25. Wray, J. D. (1978). Direct nutrition intervention and the control of 
diarrheal diseases in preschool children. .Amer. J. CJ..in.ical Hutr.i-
t.ion 31, 2073-2082. 
26. James, J. W. (1972). Longitudianal study of the morbidity of diarrheal 
and respiratory infections in malnourished children. 
Cl.in.ical Hutr.it.ion 25, 690-694. 
Amer. J. 
27. Tomkins, A. (1981). Nutritional status and severity of diarrhea among 
preschool children in El Salvador. Amer. J. :rrop.ica.l Hed. & Hyg. 
30{4), 888-893. 
28. Freij, L. and Wall, S. (1977). Exploring child health and its 
ecology. Acta Paed.iatr.ica Scand.inav.ica, Supplement 267, 1-180. 
29. Martorell, R. and Ho, T. J. (1983). Maternal nutrition, child 
nutrition and child survival. Draft paper prepared for the Popula-
tion, Health and Nutrition Department of the World Bank. 
30. Popkin, B. M. ( 1980). Time allocation of the mother and child 
nutrition. Ecol. Food Hutr. 9, 1-14. 
31. Cairncross, s. and Cliff, J, (1983).Water and health in Nueda, 
Mozambique. Paper presented at the International Workshop on Measur-
ing the Health Impacts of Water and Sanitation Programmes. Coxe's 
Bazaar, Bangladesh, 21-15 November. 
32. Feachem, R. G., Burns, E., Cairncross, S. et al. ( 1978). Kater, 
Health and Development. London: Tri-Med Books. 
33. Capparelli, E. and Mata, L. (1975). Microflora of maize prepared as 
tortillas. Appl.ied H.icrob.iology 29(6), 802-806. 
34. Barrel, R. A. E. and Rowland, M. G. M. (1979). Infant foods as a 
potential source of diarrhoeal illness in rural West Africa. Trans. 
Roy. Soc. :rrop. Hed. Hyg. 73(1), 85-90. 
-20-
35. Surjan, D. (1980). Bacterial contamination and dilution of milk in 
infant feeding bottles. J. Trop. Ped. 26, 58-61. 
36. Mathur, R. and Reddy, V. (1983). Bacterial contamination of infant 
foods. Ind~an J. Ned. Res. 77, 342-346. 
37. White, G. F., Bradley, A. J., and White, A. U. (1972). Drawers of 
lfater: Do•esc~c lfacer use ~n Ease Afr.:fca. Chicago: University of 
Chicago Press, 1972. 
38. Feachem, R. G. ( 1985). Incervenc.:ions for the control of d.:farrhoeal 
d.:fseases a610ng young ch.:fldren: The promoc~on of breascfeed.:fng. BULL 
WHO (in press). 
39. Ashwort~, R. and Feachem, R. G. (1985). Incervenc.:fons for the control 
of d.:farrhoeal d.:fseases among young ch.:fldren: the promoc.:fon of 
appropr:face weao:fng foods. BULL WHO (in press). 
40. Popkin, B. M. and Solon, F. S. (1976). Income, time, the working 
mother and child nutriture. J. of Trop. Ped. Env. Ch.:fld Health 22, 
156-166. 
41. Christiansen, N., Mona, J. 0., and Herrera, M. G. (1975). Family 
social characteristics related to physical growth of young children. 
Br.:ft:fsh J. Prevenc~ve Ned.:fc.:fne 29, 121-130. 
42. Tomkins, A. M., Prasar, B.S., Bradley, A. K. ec al. (1978). Water 
supply and nutrition status in Northern Nigeria. Trans. Roy. Soc. 
Trop. Ned. H.,vg. 72, 239-243. 
43. Henry, F. J. (1981). Environmental sanitation infection and nutri-
tional status of infants in rural St. Lucia, West Indies. Trans. 
Royal Soc.:fety of Trop:fcal Ned~c:fne a Hyg.:fene 75(4), 507-513. 
-21-
44. Maghani, R. J. and Tourkin, S. C. (1983). Impact of improved urban 
water supplies in the Philippines: Methods and results. Paper 
presented at the International Workshop on Measuring the Health 
Impacts of Water and Sanitation Programmes. Coxa's Bazaar, Bangla-
desh, 21-25 November. 
45. Rahaman, M. M., Aziz, K. M.S., and Hasan, z. (1983). The Teknaf 
Health impact study: methods and results. Paper presented at the 
International Workshop on Measuring the Health Impacts of Water and 
Sanitation Programmes. Coxa's Bazaar, Bangladesh, 21-25 November. 
46. Yee, J.-Y. (1983). Household level correlates of child nutritional 
status in Fiji. Masters Thesis, Cornell University, Ithaca, NY, USA. 
47 Habicht, J-P., Mason, J. B., Tabatabai, H. (1984). Basic concepts for 
the design of evaluation during programme implementation. In He~hoda 
for ~he Eva.lua~:fon of ~he II/Jpac~ of Food and Hu~r:f~:fon Progra818Jea, 
Sahn, D. E., Lockwood, R., Scrimshaw, N. S. (eds.) United Nations 
University Food and Nutrition Bulletin, Supplement 8, 1-25. 
48. Habicht, J.-P. (1983). Growth and socioeconomic change. Paper 
presented for Meeting on Purpose, Use and Interpretation of Anthropo-
metric Indicators of Nutritional Status, Geneva, 12-14 October. 
49. Yates, F. (1972). Sensitivity: An alternate representation of the 
power function of a test of significance. In S~a~:fa~:fca.l Papers :in 
Honor of George Y. Snedecor, Ed. T. A~ Bancroft, Iowa State University 
Press, Ames. 
50. MacMahon, B. and Pugh, T. F. (1970). Ep:fdem:fo.logy. Little, Brown and 
Co., ·Boston, MS. 
-22-
51. Esrey, s. A., Feachem, R. G., and Hughes, J. H. (1985). Intervent1ons 
for the control of d1arrhoeal d:fseases a.ang young ch:ildren: pro.a-
t1on of water supp.l.ies and excreta d1sposal fac:fl.it.ies. BULL WHO (in 
press). 
52. Martorell, R., Habicht, J.-P., Yarbrough et al. (1976). Under-
reporting in fortnightly recall morbidity surveys. J. Irop1cal 
Ped1atr1cs Env. Ch.1ld Hea.lth 22( 3), 129-134. 
-23-
Table 1. Relative responsiveness1 of height and weight gain 
to diarrhea duration (assuming a linear relationship2 
between growth and diarrhea) 
Relative Responsiveness 
Age in months Height Weight 
0.5-6 .074 .106 
6-12 .121 .154 
12-18 .114 .156 
18-24 .113 .110 
24-30 .095 .101 
30-36 .108 .103 
36-42 .047 .045 
42-48 .081 .057 
48-60 .084 .067 
60-72 .098 .072 
72-84 .031 .026 
1 See text page 10 
2 Calculated assu•ing a slope of -.083 em/day ~or 
length and a slope of -4.4 g/day for weight. 
-24-
Table 2. Relative responsiveness 1 of height and weight gain 
to diarrhea (assuming 43% underreporting of diarrhea.and 
adjusting for a nonlin ar relationship2 between growth and 
diarrhea and unreliability of the anthropometry3 ) 
Relative Responsiveness 
Age in months Height Weight 
0.5-6 .024 .127 
6-12 .075 .352 
12-18 .203 . 342 
18-24 .309 .428 
24-30 .135 .058 
30-36 .079 .086 
36-42 .008 .191 
42-48 .069 .365 
48-60 .421 .242 
60-72 .432 .330 
72-84 .366 .184 
1 See text page 10 
2 Calculated using age-specific slopes 
3 See text page 14 
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Table 3. Relative responsiveness 1 of height and weight gain 
to diarrhea (assuming 43% underreporting of diarrhea, adjusting for 
a nonlinear relationsbip2 between growth and diarrhea and unreliability 
of the anthropometry3 and assuming growth measurements taken 
only every 6 months) . 
Relative Responsiveness 
Age in months Height Weight 
0.5-6 .082 .439 
6-12 ·.260 1.219 
12-18 .705 1.184 
18-24 1.071 1.484 
24-30 .471 .200 
30-36 .275 .296 
36-42 ·.026 .662 
42-48 .238 1.266 
48-60 1.457 .838 
60-72 1.497 1.145 
72-84 1.267 .639 
1 See text page 10 
z Calculated using age-specific slopes 
3 See text page 14 
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Table 4. Relative responsiveness 1 of height and weight gain to 
diarrhea (assuming 43% underreporting of diarrhea, adjusting for a 
nonlinear relationship2 between growth and diarrhea and unreliability 
of the anthropometry3 and assuming growth measurements taken only 
every 12 months) 
Relative Responsiveness 
Age in months Height Weight. 
0.5-6 .071 .348 
6-12 .698 1.699 
12-18 1.263 1.968 
18-24 1.063 .860 
24-30 .529 . 363 
30-36 .122 .990 
36-42 .108 1.375 
42-48 1.192 1.563 
48-60 2.061 1.185 
60-72 2.117 1.619 
72-84 1.791 .903 
1 See text page 10 
2 Calculated using age-specific slopes 
3 See text page 14 
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